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The costs associated with management of disability in the elderly population represent a substantial burden to the healthcare system, family, and the individuals themselves and are expected to increase over the coming decades. 1, 2 The population of elderly persons with functional disability resulting from physical and cognitive impairment in the United States is expected to triple by 2049. 3, 4 Consequently, assessment of the causes of disability is crucial to physical medicine and rehabilitation in preparation for developing guidelines, treatment planning, and evaluating the relative benefits of various preventative and interventional strategies. 3 The World Health Organization, through its recent development of the International Classification of Functioning, Disability, and Health (ICF), defined disability as a multidimensional construct that distinguishes among impairment, activity limitation, and participation restrictions. 5 Impairments are problems with body function or structure. Activity limitations refer to difficulties encountered by the person when trying to perform a task. Participation restrictions relate to the problems that an individual encounters when trying to engage in life situations. Activity limitations have profound adverse consequences for quality-of-life in elderly populations and are strongly associated with increased mortality and further decline in functional status. 6 More severe activity limitation is associated with increased healthcare utilization, including hospitalization, use of rehabilitation services, use of formal and informal home care, and admission to nursing homes. 7Y10 Activity limitations are typically divided into those involving basic activities of daily living (ADLs) 11 and those involving more complex instrumental ADLs (IADL). 12 ADL and IADL limitations distinguish between more and less severe activity limitations, respectively, 13 and are classified in the ''self-care'' and ''domestic life'' chapters of the ICF. 5 In addition to the types of activities limited (i.e., ADL vs. IADL), the ways in which those activities are limited will influence how and the degree to which people living in the community are able to participate in life situations. 14 The need for physical help vs. supervision determines the amount and type of support the person requires, which, in turn, also potentially impacts the extent to which caregivers are able to participate in their own lives. 15, 16 A deeper understanding of the impairments people themselves or their close household contacts perceive as most limiting of activity could facilitate clinical care, policy, and research. Such basic knowledge could support guidelines, as well as intervention development for disability management, and provide a broad framework for studying the functional prognosis of populations of people with particular types of impairments. This work was stimulated by recognizing that the detailed classification of impairments by specific pathologic causes, illnesses, or injuries would be too complex. Such an approach would lead to too many groups that are too small for statistical comparisons, making the classification inoperable for research and clinical guideline development. A more sensible approach to classification would reduce numerous pathology-related conditions into functionally associated classes of impairments that share similar features regarding the origin of the impairment and its possible association with specific types and qualities of activity limitation. Along these lines, a number of core data sets are being developed or have been developed, primarily in Europe, based on ICF concepts relevant for specific diagnoses and settings. 17, 18 This article builds on the ICF core data set concept by presenting a generic ''perceived causative impairment classification system'' intended to be relevant across the full population of communitydwelling elderly people with disabilities in the United States. The system is intended to characterize activity limitations and impairments caused by particular types of conditions. Based, in part, on the body system structural impairment chapters defined by the ICF (Table 1) , the causative impairment classification system organizes health conditions perceived as limiting activities into impairment categories using one or more of the following criteria. First, conditions can be caused by similar types of body system damage, such as impairments caused by injuries in the brain secondary to trauma, stroke, or tumors. Second, conditions affecting multiple body systems may be grouped if they share common pathways to impairment, such as heart and lung injuries reducing energy. Third, they may be grouped if they lead to similar activity limitations, such as vision and hearing deficits that primarily influence people's abilities to gather information from the environment and tend to lead to more complex IADL limitations. IADLs depend more heavily than do ADLs on interacting with, moving through, and gathering information from the physical and social environments.
The primary hypothesis was that particular causative impairments would be associated with IADL only vs. ADL limitations and with different qualities of dependency, that is, physical help vs. Persons unable to attribute a single impairment to causing their activity limitations will be more likely than others to have more severe deficits owing to multiplicity of conditions. need for supervision. We anticipated that those whose activity limitations were attributed primarily to brain function or behavior rather than to other types of conditions would be more likely to have one or more ADL limitations as opposed to IADL limitations only. Also, they would be more likely to need a second person for help when performing ADLs. In contrast, people with conditions impairing the cardiopulmonary or hematologic systems, which primarily affect energy rather than the ability to move, would be more likely to have IADL limitations only.
METHODS

Study Sample
To obtain all variables needed for this analysis, we merged three linkable data sets, including the baseline of the Longitudinal Survey of Aging II, the 1994 National Health Interview Survey (NHIS), and the 1994 National Health Interview Survey on Disability (NHIS-D), phase 1. 19 The collection of these data was initially catalyzed by the Americans with Disabilities Act, signed into law in July 1990, in recognition of the lack of national-level information regarding people with disabilities. Developed as a supplement to the NHIS, the NHIS-D merged the efforts of 16 federal agencies to develop a series of questionnaires that balanced between the medical, social, and administrative considerations involved in disability management. Question development involved extensive input from multiple federal agencies and consultants in the research community. Also, an outside panel of experts reviewed questionnaire drafts. Once questions were developed, they were field tested by the National Center for Health Statistics questionnaire design research laboratory before use. Detailed instructions provided to interviewers and the Code Book of questions are available. 20, 21 A survey with this depth of information has never been attempted previously.
The Longitudinal Survey of Aging II is a prospective study involving a nationally representative sample composed of 9447 noninstitutionalized civilians 70 yrs or older at the time of their baseline interviews, which were conducted in 1994. 22 All 9447 sample persons were included in the 1994 NHIS, but only 8861 were also included in the 1994 NHIS-D. Among the 8861 patients, only those with ADL and/or IADL limitations (n = 2,632) were asked to identify the primary disease or medical condition that they considered as causing their activity limitations. Among these 2632 persons, an additional 203 were further excluded from our analysis be-cause they could not attribute the limitation to particular health conditions (n = 187) or did not answer the question about needing help or supervision (n = 16). The final sample consisted of 2429 persons. Among the 2429 persons, information was provided by the sample persons themselves 77.0% of the time and by a proxy 23.0% of the time.
Demographic information was obtained from the NHIS core. Questions applied to generate the perceived causative impairment, ADL limitations, and IADL limitations were from NHIS-D phase 1. Sample weights from the Longitudinal Survey of Aging II baseline were applied to all variables because the objective was to represent the elderly population. There was an 11-digit identifier generated for each person in the core, which allowed merging of data from these multiple sources.
This study was approved by the institutional review board of the University of Pennsylvania.
Variables Predictor
Perceived Causative Impairment Classification System. The perceived causative impairment classification was based on the condition(s) named by the individual or close household proxy as most responsible for limiting the individual subject's activities. The question asked was ''What was the main problem or condition that causes you [or the sample person, if by proxy] trouble in [the activities indicated as limited]?'' The conditions listed by respondents were classified according to International Classification of Diseases codes. The perceived causative impairment classification system was generated by grouping those conditions to reflect the ICF body structure chapters. We made some refinements to the ICF body structure chapters based on the logic shown in Table 1 . Diagnostic conditions were grouped into the impairment categories by consensus of the three physician-authors (one psychiatrist and two physiatrists) using the criteria stated in the table. Each classified the list of conditions separately. Discussions reconciled disagreements. The objective was to group the impairments secondary to cognitive, mental, or physical health conditions that the respondent (self or proxy) perceived to be primarily causing the sample person's activity limitations. An impairment, according to the ICF definition, is the adverse effect of the health condition on the physiologic, psychologic, or anatomical parts or functions of the body. 5 Thus, the rules in Table 1 were intended as a guide to place health conditions expected to cause similar limitations in the same impairment category according to anatomical parts or functions of the body. It was anticipated that certain categories of impairments might be predictive of certain types of limitations or the qualities of assistance needed.
The perceived causative impairment classification consisted of the following mutually exclusive and exhaustive groups involving conditions impairing (1) brain structure or behavior; (2) cardiopulmonary or hematologic function; (3) the digestive, metabolic, or endocrine system; (4) the musculoskeletal system; (5) ears or eyes; (6) peripheral nerves or the spinal cord; (7) other; and (8) multiple ( Table 1 ). The ''other'' category included conditions too infrequent as causes for activity limitations to be classified, such as diagnoses involving the skin and genitourinary organs. The ''multiple'' category was applied when the respondent could not assign a single primary causative condition. The cardiopulmonary or hematology impairment group was selected as reference for modeling purposes because although such conditions may cause subtle cognitive impairments, conditions affecting the heart, lungs, or blood were believed less likely than many of the other types of conditions to cause structural impairments expected to create a need for help or supervision from a second person for ADLs. The detailed lists of diagnoses included in each impairment category are available from the first or corresponding authors.
Outcomes
ADL limitation was determined based on respondent's (self or proxy) reporting difficulty, need for physical help, or need for supervision or a reminder in performing one or more of the following activities: bathing and showering, dressing, eating, getting in and out of bed or a chair, toileting, or getting around inside the home. IADL limitation was determined by reports of difficulty, need for physical help, or need for supervision or physical help with one or more of the following activities: preparing meals, shopping, managing money, using the telephone, doing heavy work around the house, or doing light work around the house. All patients in this analysis had at least one activity limitation in ADLs/IADLs, with the latter considered less severe.
Outcomes in the study were established based on answers to three questions about each ADL and IADL. These questions were as follows: ''Because of a health or physical problem: (1) Do you have ANY difficulty? (2) Do you receive hands-on help from a second person? and (3) Do you have someone who supervises you or stays nearby?'' We formulated answers to these questions into three outcomes that relate to the type(s) of limitation (ADL/IADL) and the type(s) of ADL assistance needed from a second person (if any) as described in the following.
1. Types of activity limitations: We categorized activity limitations into two types: the presence of one or more ADL limitation (with or without IADL limitations) and IADL limitation only. The presence of IADL limitation only is considered to be less severe. ADL limitation has important implications to how a person is able to participate in his/her own self-care. With ADL limitations, one has difficulty or needs assistance with highly personal bodily tasks, in contrast to IADLs, where the tasks involve manipulations of the environment rather than one's own body. 2. Need for physical help with ADLs: Need for physical help with any ADL was defined by a respondent's report of the subject's needing physical help when performing one or more of the six ADL items. The reference category was no need for physical help when performing any of the six ADLs. The need for physical help was seen as a marker of greater severity than stated difficulty. The need for physical help with ADLs requires intense periods of assistance in circumstances for which a second person is needed, often lifting, supporting, or touching the person's body in the process of helping him/her perform an activity. 3. Need for supervision with ADLs: The need for supervision was defined by a respondent's report of the subject's needing a reminder or someone close by in performing any of the six ADLs. The reference category was no need for supervision when performing any of the six ADLs. This type of need was additionally considered to mark greater severity than difficulty only and as also signaling loss of autonomy. In contrast to the need for help, the need for reminders from a second person to do a task or for supervision suggests a need for less intensive assistance but potentially over a longer period of time. The need for help and supervision with ADLs suggests a high care burden relative to those with problems with IADLs only or those who only experience difficulty.
70Y74, 75Y79, 80Y84, 85Y89, and 90 yrs or older. Racial groups were simplified into black, white, and other.
Statistical Analysis
Because the NHIS (and, hence, the NHIS-D and the Longitudinal Survey of Aging II, which used the same samples) uses a multistage sample design, design information such as sampling weights, stratification, and clustering of the sample must be used to make accurate population estimates from the NHIS data. To obtain the correct variance estimates, we took into account the clustering and stratification in the sample design. The domain statement was also used in all analyses to ensure the correctness of variance estimates because our sample is only a subset of the NHIS sample. All statistical analyses were performed on SAS 9.1(SAS Institute) using the proper commands to account for the complex sampling, including weight, clustering, and stratification as recommended by the NHIS. 23, 24 To test the association between causative impairment and the three activity limitation outcomes, bivariate analyses were carried out using the PROC SURVEYFREQ procedure. The association between the different causative impairment categories and the three dichotomous outcomes after adjusting for other covariates was further tested with the PROC SURVEYLOGISTIC procedure. Odds ratios with 95% confidence intervals (95% CIs) are reported. All P values presented are two tailed; P G 0.05 was considered statistically significant.
RESULTS
Of the 2429 persons included in this analysis, more than half (56.6%; all proportions reported are weighted unless noted otherwise) had IADL limitations only (n = 1,442) ( Table 2 ). The remaining 987 had ADL limitations (with or without IADL limitations). There were 666 (27.9%) persons who needed help and/or supervision to carry out one or more ADLs. Of these persons, 618 (26.0%) needed physical help with carrying out one or more ADL activity, whereas 300 (12.5%) needed supervision. The remaining 321 (13.4%) with ADL limitations who did not need help or supervision described difficulty performing one or more of those tasks. There were 750 (31.4%) persons who were male and 1679 (68.6%) who were female.
The most common impairments attributed by the respondents as being the primary cause of ADL and/or IADL limitations were musculoskeletal, ac-counting for 864 (35.3%) subjects ( Table 2 ). The second most frequent impairment group was brain or behavioral, with 538 (22.0%) subjects. Impairments of the cardiopulmonary or hematologic system accounted for 365 (14.8%) subjects, ranking third, whereas multiple impairments accounted for 327 (14.2%) subjects, ranking fourth.
Among the 2429 individuals with impairment of sufficient severity to cause ADL and/or IADL limitations, 987 (41.4%) had one or more ADL limitations and 1442 (56.6%) had IADL limitations only. In general, IADL limitations were more common than ADL limitations, consistent with earlier onset or less severe disability. However, there was a disparity in the proportion of subjects across causative impairment types who had one or more ADL vs. IADL limitations only. As shown in Table 3 , those with brain or behavioral impairment and those with multiple impairments were the most likely to experience ADL limitations (51.7% and 49.9%, respectively), compared with other groups, ranging from 23.5% to 39.7%. In contrast, respondents with cardiopulmonary or hematology (76.2%) or eye or ear (76.5%) impairments were more likely to experience IADL limitations only. The proportions of those who needed help and/or supervision for ADLs for each of the causative impairment types are presented in Table 3 . This showed a statistically significant association between the attributed type of impairment and the need for physical help or the need for supervision with ADLs (P G 0.0001). As anticipated, individuals whose activity limitations were attributed to impairments of brain and behavior and those who described multiple causative conditions were the most likely to need help with ADLs (39.1% and 35.7%, respectively). In comparison, between 16.2% and 25.3% of those with other types of impairments needed ADL help. Among individuals with brain and behavior impairments, 25.9% can be expected to require supervision, which was by far the highest proportion. For all impairment types, the percentage of subjects needing help was higher than the percentage needing supervision. For example, in patients with brain impairments, 39.1% needed help and 25.9% needed supervision; 35.7% of subjects with multiple impairments needed help, whereas 15.1% needed supervision.
As shown in Table 4 , weighted logistic regression analysis after adjustment for sex, race, and age continued to demonstrate that subjects with brain or behavioral impairments or with multiple impairments as their primary cause of ADL and/or IADL limitation were still statistically significantly more likely to need help or supervision in carrying out their ADLs. The reference group in the logistic regression was chosen to be the cardiopulmonary and hematology group because, according to the bivariate analyses, people in that category had the lowest likelihood of needing help. The odds of needing help with ADLs in persons with attributed brain or behavioral impairment and in those with multiple impairments was 2.6 times (95% CI, 1.85Y3.69) and 2.4 times (95% CI, 1.7Y3.4) the odds in the cardiopulmonary or hematology group. Similarly, the odds ratio of needing supervision was 5.2 (95% CI, 3.3Y8.1) in respondents with attributed brain impairments and 2.7 (95% CI, 1.7Y4.5) in those with multiple impairments comparing to the cardiopulmonary or hematology group.
After controlling for impairment type, race, and sex, respondents older than 90 yrs were statistically significantly more likely to need help with ADLs than were the youngest age group of With ''any ADL,'' the individual must have difficulty and require supervision and/or physical help from a second person on one or more ADL(s) to be considered limited. They may or may not have IADL limitations.
With ''IADL only'' the individual must have difficulty and require supervision and/or physical help from a second person on one or more IADL(s) but they can have no limitations in ADLs.
''Needs help'' represents how activities are limited. It comprises those who need help with ADL compared with those who do not need help with ADL.
''Needs supervision'' represents a second way activities are limited. It comprises those who need supervision with ADL compared with those who do not need supervision with ADL.
a Rao-Scott modified W 2 test: P G 0.0001.
ADL, activity of daily living; IADL, instrumental activity of daily living.
70Y74 yrs, with an odds ratio of 2.3 (95% CI, 1.7Y3.3). The same age group also showed higher likelihood of needing supervision than the age group of 70Y74 yrs, with an odds ratio of 1.7 (95% CI, 1.1Y2.5). The age group of 85Y90 yrs also showed an increased likelihood of needing help with ADL, with an odds ratio of 1.6 (95% CI, 1.2Y2.1). The effect size of needing supervision was higher than that of needing help in the subjects with brain, multiple, and other impairments. In contrast to those with brain and multiple impairments, those with sensory limitations did not show an increased need for help or supervision in carrying out ADLs. Moreover, the odds ratio of needing help or supervision was not increased in those with spinal/nerve impairments compared with the reference cardiopulmonary/hematology group.
DISCUSSION
As a major feature of population-based studies, a sleek classification system of impairments would simplify the process of clinically projecting functional limitations associated with specific impairments. With a more operationally friendly system, we would expect to provide clinicians with tools for determining patients' likely functional needs as they attempt to remain living in their communities.
The perceived causative impairment classification system has implications for understanding the likely types of activity limitation (ADL vs. IADL) and the nature of assistance required for elderly people living in the community with particular types of conditions. Consistent with the findings of others, our results show that chronic illnesses affecting the musculoskeletal, brain or behavioral, or cardiovascular systems represent the major perceived causes of functional loss in elderly populations. 25, 26 All persons in this study, by definition, had health conditions of sufficient severity to cause activity limitations, yet patterns of activity limitation, the severity of activity limitation, and the types of assistance needed differed across the impairment categories in clinically logical ways. ''Any ADL'' represents one type of limitation. This group comprises individuals with ADL limitation(s), most of whom also had IADL limitation(s). The ADL group is compared with those with IADL limitations only. Any ADL or IADL limitation can be associated with difficulty, need for help, or need for supervision.
ADL, activity of daily living; IADL, instrumental activity of daily living; 95% CI, 95% confidence interval.
Although musculoskeletal impairments were the most common cause of activity limitations in the United States population, those involving brain or behavioral impairments were the most disabling, highlighting the importance of physical medicine and rehabilitation to maintaining and building future professional capacity in the area of managing impairments associated with brain disorders. After adjusting for age, sex, and race, elderly persons with perceived causative impairments involving the brain or behavior and those who could not identify a single causative condition were approximately 3 times more likely than those with cardiopulmonary or hematologic impairments to have ADL limitations. Because ADLs depend on the more fundamental body movements, balance and cognitive sequencing (executive function), it is not surprising that those with brain or behavioral and multiple impairments were more likely than those with other types of impairments to experience ADL problems. Conversely, IADLs are more dependent on endurance, energy, and the ability to interact intellectually at higher levels with others and with the environment. Thus, impairments that limit energy such as those involving the cardiopulmonary or hematologic systems or impairments that limit the capacity of the person to obtain important sensory information from the environment such as vision or hearing would logically tend to primarily interfere with IADL functioning.
The associations between impairment and the need for physical help or supervision with ADLs were also clinically intuitive. As expected, respondents whose limitations were attributed to health conditions classified in the brain or behavioral impairment category were also the most likely to need supervision or physical help when performing ADLs. This strong association is consistent with our hypothesis that people with these types of impairments would be more likely than those with other types of impairments to be seen as requiring help and/or supervision in carrying out ADLs. Brain or behavioral impairment can be associated with any combination of mental disturbances, paralysis, movement disorders, or sensory loss. These manifestations logically translate into the most severe activity limitations, that is, those needing a second person to be available when performing ADLs. In contrast, elderly people whose activity limitations are attributed to impairments of the cardiopulmonary or hematologic systems, because they experience fatigue, will logically have difficulties performing the most energy-demanding IADLs but will be less likely to require a second person to help them perform the simpler and less energydemanding ADLs.
Those with musculoskeletal conditions, the most common perceived causative impairment, were more likely than those with cardiopulmonary or hematologic conditions to require a second person when performing ADLs, but they were less likely than those with brain or behavioral impairments to require a second person. People with musculoskeletal conditions likely experience pain or difficulty with performance rather than complete loss of physical strength or cognitive impairment, where help or supervision would be required.
Because earlier research has shown that functional limitations are more prevalent in women 27, 28 and elderly persons, 29, 30 we controlled for sex and age in our models. The association between perceived causative impairment and activity limitations remained statistically significant after removing the effects of these demographic differences. Only a very advanced age of 85 yrs or older remained independently associated with an increased likelihood of needing a second person in performing ADL after adjustment for causative impairment. 31 Findings from this study have implications for understanding patient and caregiver participation in the experiences of disability, as well as for research, clinical practice, and healthcare policy. The perceived causative impairment classification may give clinicians a quick picture of the patient's or close proxy's perceptions of the conditions underlying activity limitations and facilitate the planning of appropriate interventions. ADL and/or IADL limitation may be considered a final common pathway resulting from clinically significant impairments as caused by myriad types of illnesses and injuries. However, the pharmacologic treatments, physical or occupational therapies, environmental modifications, and the caregiver infrastructure and support systems required will all depend on the impairment and its prognosis.
The implications of activity limitation will depend on the type and nature of limitation. IADL limitations suggest early or more mild disability compared with ADL limitations. IADL activities, unlike ADL activities, are often routinely performed by others such as a spouse and, if not, can be more easily taken over by others. Conversely, once an individual needs ADL assistance from a second person, he/she loses the ability to participate autonomously in managing intimate personal care. Once supervision is necessary, privacy is lost. Whether physical help is needed or supervision is necessary shapes the individual's participatory experiences. The need to wait for physical help reduces spontaneity. From the caregiver's perspective, the nature of assistance required by the individual will bear on opportunities to participate in other desired life occupations and activities. The nature of assistance needed also has bearing on the capacity or willingness of the caregiver to provide essential care. Need for physical help may require physical lifting, whereas need for supervision may require less physical strength but a greater time commitment, sometimes around the clock.
There were a number of study limitations. First, the study was based on the survey of respondents' perceptions regarding the health conditions they believed were causing their activity limitations. Their perceptions may or may not concur with a clinician's impression based on an objective medical evaluation. It is important to recognize such potential disparities when communicating with patients and formulating treatment plans. Future studies are needed to examine concordance between the causes of activity limitation as identified by respondents vs. healthcare professionals. Our perceived causative impairment classification is in line with and builds on the general movement toward the patient reporting of disability concepts as reflected in the major National Institutes of HealthYfunded Patient-Reported Outcomes Measurement Information System initiative. 32 That initiative focuses on patient-reported outcomes such as pain, fatigue, and function. It does not include patient-reported diagnoses or impairments. Second, this cross-sectional survey study is foundational to our ongoing efforts. The predictive power of the causative impairment and activity limitation will need further assessment in longitudinal studies, part of these ongoing efforts. The age of the 1994Y1995 NHIS-D data may be of the greatest concern. We selected these data because we could find no other source of population-level data that characterized the type of medical conditions that people believed to be causing their activity limitations. It would not have been possible to address the basic question about linkages between perceived causative impairment and activity limitation at the population-level without using these data. There is no reason to believe that linkages between perceived causative impairment and activity limitation would change greatly over time. This assumption will need to be tested as data become available.
This study advances our understanding of the linkages between impairments and activity limitations. Although brain or behavior impairments and multiple impairments were shown to be asso-ciated with the most severe activity limitations, other types of impairments such as cardiopulmonary or hematology or musculoskeletal conditions may prove relatively more important in distinguishing among respondents with regard to other subjective constructs, such as the perceptions of poor health. Future studies will be necessary to explore additional clinical implications. Also, such research needs to incorporate a broader biopsycho-ecologic paradigm acknowledging that surrounding structures in the built and human-made physical environments, as well as expectations and supports from social environments, can limit activity and restrict participation as much as impairment. 33, 34 Finally, future work will be essential to determine prognostic differences with regard to risks of mortality or further functional decline among elderly persons, whose activity limitations are caused by different types of impairments.
SUMMARY
The 54th World Health Assembly endorsed the ICF for international use, and it is fast becoming disseminated worldwide. The ICF offers a classification scheme for impairment that consists of the chapters described in Table 1 . We presented one strategy for populating the ICF body structure chapters appropriate to understanding and tracking perceived causative patterns of disability in the United States population. Designed to be appropriate for elderly people living in the community, this strategy is based on classifying the diagnostic conditions that elderly people themselves or their close proxies believed are causing their activity limitations. Without populating the ICF impairment chapters with diagnostic conditions, the linkage of impairment to other health-related concepts and their practical use remains obscure.
Clinical heterogeneity within the impairment categories is expected, as it offers relatedness only at the organ level, that is, ''Anatomic parts of the body such as organs, limbs and their components.'' 5 Each impairment category can be repeatedly subdivided ultimately into hundreds of individual diagnoses, which, even at the diagnostic level, will continue to be heterogeneous. Clinical classifications are intended to be fluid and modified as knowledge and needs evolve. We offer the perceived causative impairment system to physical medicine and rehabilitation and other related professions as a potential foundation for understanding the linkages between perceived causative impairment and activity limitation. We invite additional changes to this system as it is applied and subjected to further study and use.
